-—/-\HHR Agency for Healthcare Resedarch and Quality
- \ Advancing Excellence in Health Care
NATIONAL

GUIDELINE

CLEARINGHOUSE

General

Guideline Title

Clinical practice guideline for the prevention and treatment of suicidal behaviour.

Bibliographic Source(s)

Working Group of the Clinical Practice Guidelne for the Prevention and Treatment [trunc]. Clinical practice guideline for the prevention and
treatiment of suicidal behaviour. Madrid (Spain): Ministry of Health and Social Policy, Galician Health Technology Assessiment Agency; 2012.
382 p. [682 references]

Guideline Status

This is the current release of the guideline.

Recommendations

Major Recommendations

Definitions of the quality of evidence (1-4) and the strength of recommendations (A-D, and GCP) are presented at the end of the "Major
Recommendations" field.

The recommendations adopted froma clinical practice guideline (CPG) are indicated by the "CPG" superscript.
Evaluation and Treatiment

Risk Factors Associated with Suicidal Behaviour and Suicide Risk Assessment

DPG: After suicidal behaviour, adequate psychopathological and social assessment is always recommended, including psychological and
contextual features for the patient, as well as an evaluation of risk and protective factors for suicidal behaviour.

GCP: Health professionals nvolved in the care of patients with suicidal behaviour should have adequate training to enable them to evaluate the
presence of risk factors for suicidal behaviour and record the patient's risk profile.

DCPG: Al the information collected during the evaluation process should be properly recorded in the medical record.

Q: Professionals should explain the purpose of the evaluation to patients and their relatives, and try to involve them as an active part of the
therapeutic process.

GCP: Communication of the patient's symptomns, thoughts and feelings associated with suicidal behaviour should be encouraged from the start of
the clinical interview, and the patient and his relatives should be encouraged to be nvolved in the decision-making process.



DPG: It is advisable to have patient information from other sources, including family, and friends, as well as other health professionals or
caregivers.

D: The clinical interview should be directed towards the collection of objective, descriptive and subjective information (patient's narrative, thoughts
and ideas) and should be adapted to its objectives: regarding the setting, circumstances, time available, conditions of the interviewee and
preparation of the interviewer.

DPG: The estimation of suicide risk of a patient must be made by a professional clinical judgment, taking into account the presence of risk and
protective factors.

The following should mainly be considered in assessing a suicide risk:

e A:Presence of previous suicide attempts and substance abuse

¢ B: Presence of mental disorders, and specific symptoms such as hopelessness, anxiety, agitation and severe suicidal ideation (recurrent
thoughts of death every day, and most of the time), as well as stressful events and the availability of methods.

e (C:Risk factors associated with repetition, physical illness, chronicity, pain or disability, family history of suicide, social and environmental
factors and a history of suicide in the environment.

D: The clinical interview should not be replaced by the use of self- and observer reporting scales, although they can contribute additional
mformation in the evaluation.

C: Of the different scales available, the ones recommended are Beck's Hopelessness, Suicidal Ideation and Suicide Intent scales, as well as the
iterns on suicidal behaviour from the Beck Depression Inventory and the Hamilton Rating Scale for Depression.

D: Although not validated in Spain, the SAD PERSONS and IS PATH WARM scales are also recommended for their ease of application.
C: When assessing a patient with multiple suicide attempts, it is recommended to evaluate the causes or precipitants of each of them independently.

GCP: Any negative attitudes towards people with repeated suicidal behaviour should be avoided, encouraging professional care based on respect
and understanding for these patients.

Assessment and Management of Suicidal Ideation and Behaviour in Primary Care

D: Training is recommended for primary care physicians in the assessment and treatment of suicidal ideation and behaviour, as well as for
implementing specific programmes about their diagnosis and psychotherapeutic approach, where appropriate.

GCP: It is recommended to investigate suicidal thoughts in patients who are suspected of having suicidal ideation and who have suicide risk factors.
This does not increase the risk of suicide.

D: It is recommended that patients are asked about their thoughts of suicide gradually. The interviewer must not be demanding or coercive, but
have a warm and empathetic approach.

GCP: If'the presence of suicidal ideation is confirmed, specific questions aimed at assessing the real possibility of suicide (e.g., frequency and
seriousness of ideas, degree of planning) will be needed.

GCP: The following is required when dealing with patients with suicidal ideation or suicide risk:

e Prescribing drugs which are safe if overdosed

Prescribe containers with the fewest tablets possible

Explain the need for controlled custody and administration of the medication by the family

¢ Constant accompaniment by family members, as well as restricting access to lethal methods
Acceptance by the patient and family of the need for follow-up and referral to the mental health services

D: After a suicide attempt in the field of primary care, the physical condition of the patient should first be assessed, before any decision is made on
the need for referral to a hospital for treatment of the injuries.

D: After a suicide attempt in the field of primary care, an assessment including the following is recommended, where possible:

e Features of the attempt
e Previous attempts at self-harm
e Social and demographic factors



o Associated mental disorders
e Family history

D: An urgent referral to mental health services for a patient with suicidal ideation is recommended in the following cases:

e Presence of severe mental illness

e Recent serious suicidal behaviour

e A prepared suicide plan

e Expression of suicidal intent

e Social and family situation at risk or lack of support

¢ [fin doubt about the severity of ideation or the risk of an immediate attempt

D: In cases of suicide attempt, urgent referral to a hospital emergency department is recommended if:

e There is a need for medical treatment of the injuries produced, which may not be met in primary care
¢ Voluntary intoxication with decreased level of consciousness or agitation (after stabilisation of the patient) has occurred

D: In cases of suicide attempt, and in the absence of the above, urgent referral to mental health services is recommended if there is a:

e High lethality of the plan, regardless of the outcome

e Presence of severe mental illness

e Recent severe self-harm behaviour

e Previous suicide attempts

e Social and family situation at risk or lack of support

e [fin doubt about the severity of the episode or risk of recurrence

GCP: A transfer to mental health services (within a week) may be considered for patients with suicidal ideation or behaviour without any of the
above criteria for immediate referral if all of the following conditions are met:

e Reliefafier the interview

¢ Intention to control suicidal impulses

e Acceptance of treatment and containment measures agreed
e Effective social and family support

GCP: All patient information will be recorded in the clinical history as well as the reasoning behind any referrals.

GCP: After an episode of suicidal behaviour, proper communication between the mental health services and primary care physician is
recommended.

Assessing and Managing Patients with Suicidal Behaviour in the Emergency Department

GCP: All patients who attend the emergency department for suicidal behaviour should undergo triage to ensure they are attended within the first
hour after arrival

GCP: The brief version of the Horowitz suicide risk questionnaire is proposed for use by emergency department triage staff for patients attending
for suicidal behaviour without any severe affectation of their physical condition.

GCP: The assessment of patients with suicidal behaviour should be conducted in an atmosphere of privacy, confidentiality and respect.

GCP: All available security measures to prevent escape and aggression to themselves or others should be taken while in the emergency
department.

GCP: Besides assessing any change in the physical condition of the patient with suicidal behaviour, the hospital emergency doctor should always
performa basic social and psychopathological assessment.

D: When assessing a patient with suicidal behaviour, a systematic assessment of the risk factors and recording of the most relevant features of the
suicide attempt is recommended; preferably using a standard form, with all information properly documented in the medical record.

GCP: It is suggested that patients with a suicide attenpt are assessed by a psychiatrist, when recommended by the emergency department doctor.

GCP: Referral to a psychiatrist by the emergency physician should be performed when the patient is fully conscious and an appropriate



psychopathological assessment can be performed.
GCP: Sometimes the patient's psychiatric evaluation may be deferred, and the patient preferentially referred for a mental health consultation.
GCP: Improvements in the following areas of care for people with suicidal behaviour are recommended:

e Communication between patients and staff
¢ Anempathetic attitude from staff
Access to specialist health care

¢ Information on suicidal behaviour for patients, caregivers and families
D: Staff who are not mental health specialists should receive appropriate training in the assessment of patients who present with suicidal behaviour.

GCP: Tramning for the emergency physician in the care of patients with suicidal behaviour should include those aspects considered for their
competence, including;

e Assessment of mental status and capacity of the patient and mood
e Skills in detecting immediate suicide risk
e Basic legal knowledge for emergency medical situations

DPG: The decision to hospitalise a patient after suicidal behaviour is often a complex process. The following factors should mainly be considered:

Medical and surgical repercussions of the suicidal behaviour
Immediate suicide risk of the patient

Need for more intensive treatment of the baseline mental disorder
Lack of effective family and social support

Treatment of Suicidal Behaviour in Specialist Care (Mental Health)
General Recommendations

GCP: It is recommended to address suicidal behaviour from a broad perspective, in which the pharmacological, psychotherapeutic and
psychosocial interventions from which the patient may benefit are comprehensively assessed with the involvement of health professionals from
different levels of care.

GCP: It is advisable to promote the development of a strong therapeutic alliance between patient and professional, and to have the support of the
patient environment as a fundamental part of the therapeutic process.

Psychotherapeutic Interventions

GCP: Psychotherapeutic techniques play an important role in the treatment of patients with suicidal behaviour. Therefore it is recommended to
ensure they are available for those who need them.

B: In general, psychotherapeutic treatments of a cognitive-behavioural type are recommended for patients with suicidal behaviour on a weekly
basis, at least at the beginning of the treatment.

B: Psychotherapy should always be directed at some specific aspect of the suicidal spectrum (suicidal ideation, hopelessness, self-harm or other
forns of suicidal behaviour).

B: Individual cognitive-behavioural sessions are recommended for adults with suicidal ideation or behaviour, although the inclusion of group
sessions as an adjunct to individual treatment can be assessed.

B: Although other psychotherapeutic techniques could be evaluated, dialectical behavioural therapy must be considered preferential in adults
diagnosed with borderline personality disorder.

B: Specific psychotherapeutic treatment is recommended i adolescents: dialectical behavioural therapy in borderline personality disorder and
cognitive behavioural therapy in major depression.

B: Interpersonal therapy is recommended for adults with suicidal behaviour, patients over 60 years old with depression and suicidal ideation and in
adolescents with suicide risk.

Pharmacotherapy



A: Tt is recommended to use preferentially treatment with antidepressants from the group of selective serotonin reuptake mhibitors in adults with
major depression presenting suicidal ideation.

A: Patients over 60 years with major depression and suicidal behaviour are recommended to have monitoring continued over time with the use of
combination therapy (selective serotonin reuptake inhibitors + interpersonal therapy).

A: In adolescents with major depression and suicidal ideation, the use of combination therapy (fluoxetine + cognitive behavioural therapy) is
recommended.

DPG: The use of anxiolytic agents at the start of treatment with antidepressants in patients with major depression and suicidal ideation who also
experience anxiety or agitation is recommended.

C: In patients with bipolar disorder and suicidal ideation, the use of antidepressants alone is not recommended unless accompanied by a mood
stabilizer.

A: Lithium treatment is recommended in adult patients with bipolar disorder who have suicidal behaviour, due to its mood stabilising effect and
potential for antisuicidal action.

B: In adult patients with major depression and recent suicidal behaviour, a combination of lithium and antidepressant treatment is recommended to
be assessed.

D: When ending lithium treatment, withdrawal should be done gradually, at least during two weeks.

C: For anticonvulsant treatment of borderline personality disorder, carbamazepine is recommended as the first choice drug to control the risk of
suicidal behaviour.

C: In patients with bipolar disorder and suicide risk requiring anticonvulsant therapy, continuous treatment with valproic acid or carbamazepine is
recommended.

GCP: Special attention must be paid to the presence of suicidal ideation or behaviour in patients with suicide risk factors after treatment for
epilepsy.

A: To reduce the risk of suicidal behaviour, the use of clozapine is recommended in the treatment of adult patients diagnosed with schizophrenia or
schizoaffective disorder at high risk of suicidal behaviour.

Electroconvulsive Therapy

GCP: The decision to use electroconvulsive therapy should be taken after consultation with the patient, taking into account factors such as
diagnosis, type and severity of the symptomms, medical history, risk/benefit ratio, alternative options and patient preferences. Written informed
consent must be obtained in all cases.

GCP: It is recommended that electroconvulsive therapy always be given by an experienced professional, following a physical and psychiatric
assessiment in a hospital setting.

C: Electroconvulsive therapy is recommended in patients with severe major depression where there is a need for a rapid response due to the
presence of high suicidal intent.

DPG: Electroconvulsive therapy is also indicated in adolescents with severe, major and persistent depression, with behaviours that endanger their
lives, or those who do not respond to other treatments.

Prevention

General Measures to Prevent Suicidal Behaviour

General Programmes for the Prevention of Suicidal Behaviour

C: The health authorities are recommended to implement the following specific lines of action for the prevention of suicidal behaviour:

e Development of preventive programmes in populations at risk

e Training of health professionals in the detection of suicide risk and identification of risk and protective factors
e Education of the general population and media

e [mproving procedures for identification, treatment and monitoring of people at risk of suicide



e [mproving access to health services and providing the right treatment to people with suicidal behaviour
e Removing the taboo and stigma attached to mental illness and suicide in both health workers and the general public
¢ Promoting research on suicide prevention

Enhancing Protective Factors and Resilience

GCP: The preparation and implementation of suicide prevention programmes based on enhancing protective factors and factors associated with
resilience is recommended.

Restricting Access to Lethal Means
B: It is recommended to reduce the availability of or limit access to lethal means of suicide, particularly those used most in a particular country:

e Restriction on the sale of psychotropic drugs

e Reducing the size of drug packs in general

e Using less toxic antidepressants

e Reducing the emissions of carbon monoxide from vehicles
e Lowering the toxicity of domestic gas

e Installation of barriers in high places

e Restriction on the possession and control of firearns

e Control of pesticides

The Media and Suicide

D: The media are recommended to follow the World Health Organization (WHO) guidelines when reporting news about suicides, among which
are:

¢ Not sensationalising news about suicides

e Avoiding specific details about its features or circumstances

¢ Providing information accurately, responsibly and ethically

e Taking the opportunity to educate the public

¢ Providing information on available aid resources

e Taking into account the impact that the mformation can have on the families and fiiends after a suicide at all times

GCP: Measures at a national or regional level aimed at promoting the implementation of the WHO and similar guidelines to promote the proper
treatment of suicide in the media are recommended.

D: The implementation of measures to promote the Internet as an instrument to encourage mental health and suicide prevention is recommended.
Examples of possible measures are:

e Trying to have pages with useful information for patients - aimed at suicide prevention or offering support - appearing in a priority location
when performing a search with key terms

e Regulating the control of Internet content by legislation, the involvement of organisations or service providers

o Using filtering software to prevent access to certain forums or blogs

Training Programs for the Prevention of Suicidal Behaviour
Health Personnel

C: In general, it is recommended that programmes for training of health personnel on suicidal behaviour include information on risk and protection
factors, assessment and crisis intervention strategies. The format may be on-site, online or mixed, and based on lectures, case discussions and role-

playing.
C: It is recommended that training programimes include booster sessions on a regular basis (at least every 2 years).

GCP: It is recommended to evaluate training programimes after their implementation, particularly their influence on clinical practice.

C: Training programimes in primary care are recommended to include the detection and treatment of depression, as well as specific content about
suicide.

C: It is recommended that emergency services training programmes address the general aspects of suicide and enhance the development of skills in



the clinical interview for the detection of comorbid psychiatric disorders, as well as suicide risk factors and groups.

C: Training programmes for mental health services are recommended to include the acquisition of skills in the management and prevention of
suicidal behaviour, as well as general aspects of suicide.

Non-Health Personnel

C: Training programmes for non-medical personnel (e.g., teachers, educators, firefighters or police) are recommended to primarily address risk
factors for suicidal behaviour, preventive aspects, crisis intervention and information about seeking professional help.

Screening for Suicide Risk
D: In the general population, there is insufficient evidence to either recommend or not recommend suicide risk screening in adults.

C: In educational institutions, the evidence on the effectiveness and the possible impact on suicidal behaviour does not support the recommendation
of implementation of screening progranmines.

C: In primary care, it is suggested to implement suicide risk screening programmes in adolescents with the presence of suicide risk factors who may
need to be referred to a specialist service. The Risk of Suicide Questionnaire (RSQ) can be used as a screening tool as it is the only one validated
in Spanish.

C: In the emergency department, it is recommended to conduct suicide risk screening in adolescents with the presence of risk factors (e.g.,

depressive disorders, alcohol use or impulsivity) or with associated stress factors (e.g, break-up of relationships, unwanted pregnancies or
exposure to cases of attempted or conmpleted suicides), even if attending for other reasons.

C: Implementation of screening for depression associated with appropriate follow-up and health education programimes is recommended in the
elderly, as they lessen the risk of suicide. The 15-item Geriatric Depression Scale (GDS) or the 5-item GDS subscale (GDS-SI) could be used as
screening tools.

D: Suicide risk screening of prisoners is recommended on admission to prison, with subsequent observation and monitoring, No evidence has been
found to recommend a screening scale in this population.

Suicidal Behaviour in Risk Groups

Suicidal Behaviour in Children and Adolescents

DPG: Children and adolescents with presence of risk factors for suicidal behaviour are recommended to undergo a comprehensive
psychopathological and social assessment. The evaluation must follow the same principles as in adults, while considering the particular
psychopathological aspects of childhood and adolescence, and paying special attention to the family and the social situation.

C: To assess suicide risk in children or adolescents, it is recommended to ask directly about suicidal ideation or planning, past suicidal behaviour
and other risk factors, as well as extend the evaluation to people close to the subjects (parents or teachers).

GCP: The following scales are recommended for use in childhood and adolescence when being used to supplement the clinical interview:

Beck Hopelessness Scale (BHS)

Beck Depression Inventory (BDI)

Kiddie Schedule for Affective Disorders and Schizophrenia for School- Age Children (K-SADS)
Children Depression Rating Scale, Revised (CDRS-R)

C: Universal suicide prevention programimes, such as Signs of Suicide, are recommended to be implemented as part of the school curriculum, after
being adapted and contextualised to the sociocultural environment.

C: Selective suicide prevention programimes, such as Personal Growth Class or Counsellors Care, are recommended for adolescents at risk of
suicide, afer being adapted and contextualised to the sociocultural environment.

C: There are msufficient data to recommend the use of suicide screening tools or programmes i schools.

D: The implementation of key figure training programimes (gatekeeper) for staffat educational institutions is recommended, to identify students at
risk of suicide.

D: The following is recommended to prevent suicidal behaviour in children and adolescents with mental disorders:



Conducting a thorough assessment of suicide risk for the most beneficial treatment strategy in each case
Paying particular attention to the presence of comorbidity

Periodically assessing symptoms of depression, suicidal ideation and the possible presence of stressful life events
¢ Encouraging coordination among different levels of healthcare professionals to carry out appropriate monitoring

GCP: The treatment options recommended for assessment for suicidal behaviour in childhood and adolescence are psychotherapeutic, drug,
combination therapy and in rare cases, electroconvulsive therapy.

GCP: Guidelines should be provided for parents and/or carers on the control of direct access by children and adolescents to drugs, firearms or
other potentially lethal means.

C: Clinicians are recommended take into account the pathological use or misuse of the Internet when assessing the risk of suicide, especially in
adolescents and young adults.

D: Easily accessible information on suicidal behaviour and its prevention should be specifically prepared for adolescents and their families and
offered on the Internet.

Suicidal Behaviour in the Elderly

D: When assessing the risk of suicide in the elderly, it is especially recommended to check for the presence of depression, other illnesses, alcohol
abuse or abuse of any other medication.

D: It is also recommended to assess the environment, quality of life and expectations of the person:

e Who he lives with, the presence of support and social and family relationships
e Ability to care for hinself'and to carry out daily living activities
e Presence of hopelessness, patient attitude toward life and death

C: The use of validated scales such as the Geriatric Depression Scale (GDS) is recommended when using scales to supplement the clinical
interview in the older person.

D: Education about suicide is recommended for the elderly thenselves, as well as their carers and the general public, including the media, to raise
awareness and reduce stigma.

D: The doctor is recommended to prescribe drugs in smaller packs and monitor their use when dealing with patients with suicide risk factors.

C: Community support interventions are recommended for the elderly at risk of suicide, e.g. telephone lines, group activities and psychoeducation.

DPG: In general, the recommendations for adults when managing and treating suicidal behaviour should also be used for the older age groups.
Preventing Suicidal Behaviour in Other Risk Groups

GCP: Persons with chronic illnesses and severe pain or physical disability are recommended to undergo preventive programmes and specific
suicide risk assessiments.

GCP: It is recommended to perform a special monitoring of those patients with risk factors for suicide at the following times: when being diagnosed
with a serious illness; when there is a poor prognosis of an illness; or when it is at an advanced stage.

GCP: General strategies for managing patients with chronic illness, physical disability or chronic pain should be carried out at three different levels:

e Universal:
e Evaluate hopelessness and suicidal ideation.
e Monitor the warning signs that may increase the level of risk, such as depressive symptons, substance abuse or a history of suicidal
behaviour.
e Recognize that people may be at risk regardless of the time after the mjury.
e Provide patients with the availability of long-term support.
e Selective:
e Follow-up persons with comorbid psychiatric disorders.
¢ Indicated (presence of suicidal ideation and/or behaviour):
e Reduce access to potentially lethal methods, including the possibility of more than one method.



¢ Provide treatment, support and monitoring for at least 12 months after a suicide attempt.
¢ Encourage the participation of friends and family in the treatment planning and development.

D: A suicide risk assessment is recommended in carers with depressive symptomns.

C: Carers with anxiety, depression and overload are recommended to undergo cognitive-behavioural type interventions to reduce the risk of
suicide.

C: Health promotion programmes are recommended in the workplace to offer support and advice to workers and to increase the degree of
integration and access to prevention services.

D: It is recommended to evaluate the employment situation of people at risk of suicide.

C: Suicide prevention programmes involving special care are recommended for victims of domestic violence.

D: Suicide prevention programmes are recommended in prisons for both personnel and inmates.

Interventions for Family, Friends and Professionals after a Suicide

Suicidal Behaviour in Children and Adolescents

D: The following is recommended when implementing any intervention aimed at the family and friends after a suicide:

e Contextualising the ntervention strategy
e Taking into account the effect of stigna on family and friends
e Considering the needs and expectations of the people nvolved

GCP: As soon as possible after a suicide, care which is flexible and tailored to the needs of each person should be offered.

D: After a suicide, it is recommended that health personnel offer support to family and friends and provide them with all the necessary information
about available support resources, including specific treatments and the possibility of long-term monitoring,

B: Cognitive behavioural therapy is recommended in family and friends with suicidal ideation affer a suicide, as it reduces the risk of pathological
grief'in these people.

D: It is recommended to implement training programimes for key figures (gatekeepers) in the school to increase the knowledge of educational
personnel about suicidal behaviour and the impact of suicide on family and friends of the victim.

C: It is recommended that all professionals receive specific training on the emotional implications of a patient suicide and the necessary coping
strategies.

D: After the suicide of a patient, it is recommended to ensure that the necessary support is given to personnel directly involved and to conduct a
review of the case and the underlying factors.

Clinical Intervention Programimes for Suicidal Behaviour in Spain
Suicide Behaviour Clinical Intervention Programmes in Spain

C: Suicidal behaviour clinical prevention programmes based on health education and the implementation of measures to ensure immediate care and
adequate monitoring are recommended for implementation in health services.

Definitions:

Scottish Intercollegiate Guidelines Network (SIGN) Levels of Evidence

1++ | High quality meta-analyses, systematic reviews of clinical trials or high-quality clinical trials with very little risk of bias
1+ Well-conducted meta-analyses, systematic reviews of clinical trials, or well-conducted clinical trials with low risk of bias
1- | Meta-analyses, systematic reviews of clinical trials or clinical trials with high risk of bias

2++ | High-quality systematic reviews of case control or cohort studies; high quality case control or cohort studies with a very low risk of
confounding or bias and a high probability that the relationship is causal



2+  Well-conducted case control or cohort studies with a low risk of confounding or bias and a moderate probability that the relationship is
causal
2- | Cobhort or case-control studies with a high risk of bias and a significant risk that the relationship is not causal
3 | Non-analytical studies such as case reports and case series

4  Expert opinion

Note: Studies classified as 1-and 2- must not be used in the preparation of recommendations due to their high potential for bias.

SIGN Grades of Recommendation
A At least one meta-analysis, systematic review or clinical trial rated as 14+ directly applicable to the target population of the
guideline, or a body of evidence consisting of studies classified as 1+ and showing overall consistency of results.
B A body of evidence consisting of studies rated as 2-++, directly applicable to the target population of the guideline and
showing overall consistency of results; or evidence extrapolated from studies rated as 1++or 1 +.
C A body of evidence consisting of studies rated as 2+, directly applicable to the target population of the guideline and
showing overall consistency of results; or evidence extrapolated from studies rated as 2++.
D Evidence level 3 or 4; or evidence extrapolated from studies rated as 2-+.
Q Evidence taken from relevant qualitative studies of appropriate quality. This category is not considered by SIGN.
Good Clinical = Recommended practice based on clinical experience and consensus of the editorial team.
Practice
(Gep)!

ISometimes the development group wishes to highlight an important practical aspect for which there is probably no supporting evidence. In general, these cases are related to an aspect
of treatment generally accepted to be good clinical practice, and is evaluated as a point of good clinical practice. These messages are not an alternative to the recommendations based on
evidence, but should be considered only when there is no other way of highlighting that aspect.

The recommendations adapted froma CPG are indicated with the superscript PC.

Source: Scottish Intercollegiate Guidelines Network. Forming guideline recommendations. In: SIGN 50: A guideline developers' handbook: Edinburgh: SIGN; 2001.

Clinical Algorithm(s)
The following clinical algorithms are provided in the original guideline document:

e Management of suicidal behaviour in primary care
e Management of suicidal behaviour in the hospital emergency department

Scope

Disease/Condition(s)

Suicidal ideation and suicidal behaviour

Guideline Category
Counseling

Diagnosis

Evaluation

Management

Prevention



Risk Assessment

Screening

Clinical Specialty
Emergency Medicine
Family Practice

Geriatrics

Pediatrics

Psychiatry

Psychology

Intended Users

Advanced Practice Nurses

Emergency Medical Technicians/Paramedics

Nurses

Patients

Physician Assistants

Physicians

Psychologists/Non-physician Behavioral Health Clinicians
Public Health Departments

Social Workers

Guideline Objective(s)

e To improve the health care provided to patients with suicidal behaviour

¢ To provide recommendations to health professionals about assessment, treatment and prevention

¢ To help patients, families and close friends by preparing information specifically targeted for them, and improve communication between
health professionals and patients with suicidal behaviour and their families

e To develop indicators that can be used to assess the quality of care

e To identify priority areas for future research

Target Population

Adolescents, adults and the elderly who are at risk of suicide or who are exhibiting suicidal ideation or suicidal behaviour

Interventions and Practices Considered
Evaluation/Treatment

1. Assessment of risk factors associated with suicidal behaviour: individual risk factors, family and context risk factors, other risk factors,
precipitating factors, protective factors



2. Suicide risk assessment
e (Clinical interview
e Assessment scales (e.g., Beck's Hopelessness, Suicidal Ideation and Suicide Intent scales, Beck Depression Inventory and the
Hamilton Rating Scale for Depression)
3. Assessment and management of suicidal ideation and behaviour in primary care
¢ Addressing suicidal ideation in primary care
e Assessment of suicidal behaviour in primary care
e C(riteria for referral from primary care
4. Assessing and managing patients with suicidal behaviour in the Emergency Department
e (Classification of patients (triage) in the emergency department
e Evaluation of patients with suicidal behaviour in emergency department
¢ Traning medical staff in the emergency department
e Hospital admission criteria for patients with suicidal behaviour
5. Psychotherapeutic interventions in the treatment of suicidal behaviour (specialist care)
e Cognitive-behavioural therapies
¢ Interpersonal psychotherapy
e Family therapy
e Psychodynamic therapy
6. Pharmacological treatment of suicidal behaviour (specialist care)
e Antidepressants (selective serotonin reuptake inhibitors)
e Anxiolytics
e Lithium
e Anticonvulsants
e Antipsychotic drugs (clozapine)
7. Combination psychotherapeutic and pharmacological management (specialist care)
8. Electroconvulsive therapy (specialist care)

Prevention

1. General measures to prevent suicidal behaviour
¢ International suicidal behaviour prevention programmes
e Enhancing protective factors and resilience
e Restricting access to methods for suicide
e Considerations for the media and suicide (commumnication media, the Internet)
e Training progranimes for the prevention of suicidal behaviour for health professionals and non-health professionals
2. Screening for suicide risk
¢ Fundamentals of screening
e Screening for suicide risk in specific populations (adults, childhood and adolescence, older people, prisoners)
e Considerations for possible adverse effects of screening
3. Prevention of suicidal behaviour in childhood and adolescence and older people
e Assessment of risk and protective factors
e Detecting and assessing suicide risk
e Psychometric tests
e Preventive interventions
4. Prevention of suicidal behaviour in other risk groups (patients with high dependency or serious somatic illness, patient carers, persons at risk
of suicide due to enployment type or status, persons who suffer domestic violence, prison population)
5. Interventions for family, friends and professionals after a suicide
e Needs and expectations of family and friends after a suicide
e Preventive interventions in families and friends
e Community interventions
e Interventions for health professionals after the suicide of a patient
6. Clinical intervention programmes for suicidal behaviour in Spain

Major Outcomes Considered



Rates of:
e Suicide (lethal outcome)
e Suicidal ideation
e Suicidal behavior
Incidence and severity of emotional symptons (e.g., depression, anxiety, hopelessness)

Sensitivity and specificity of screening and diagnostic measures
Efficacy of therapeutic intervention

Methodology

Methods Used to Collect/Select the Evidence
Hand-searches of Published Literature (Primary Sources)

Searches of Electronic Databases

Description of Methods Used to Collect/Select the Evidence

Literature database search: 1) Specialising in systematic reviews, such as the Cochrane Library Plus and the National Health Service (NHS)
Centre for Reviews and Dissemination database (Health Technology Assessment [HTA], Database of Abstracts Reviews of Effectiveness
[DARE], and National Health Service Economic Evaluation Database [NHSEEDY]); 2) Specialising in clinical practice guidelines (CPGs) and other
synthesis resources, such as Turning Research into Practice (TRIP), the National Guideline Clearinghouse and GuiaSalud, 3) General, such as
Medline (PubMed), Excerpta Medical Database (EMBASE) (Ovid), IST WEB, Bibliographic Index of Health Sciences (IBECS) and the Spanish
Medical Index (IME); as well as specialist, such as PsycINFO. Languages: English, French, Spanish, Italian and Portuguese. An initial literature
search was conducted without any time limit of all existing CPGs in the major bibliographic databases, and their methodological quality was
assessed. Secondly, a systematic search of original studies (e.g. randomised controlled trials [RCTs], observational studies and diagnostic test
studies) was conducted in the selected databases, using a search strategy, inclusion and exclusion criteria and a subsequent manual literature search
of the bibliography included in the selected items.

Number of Source Documents

Not stated

Methods Used to Assess the Quality and Strength of the Evidence

Weighting According to a Rating Scheme (Scheme Given)

Rating Scheme for the Strength of the Evidence

Scottish Intercollegiate Guidelines Network (SIGN) Levels of Evidence

1++ | High quality meta-analyses, systematic reviews of clinical trials or high-quality clinical trials with very low risk of bias
1+ Well-conducted meta-analyses, systematic reviews of clinical trials, or well-conducted clinical trials with little risk of bias
1- | Meta-analyses, systematic reviews of clinical trials or clinical trials with high risk of bias

2++ | High quality systematic reviews of case control or cohort studies. High quality case control or cohort studies with a very low risk of
confounding or bias and a high probability that the relationship is causal

2+ | Well-conducted case control or cohort studies with a low risk of confounding or bias and a moderate probability that the relationship is
causal

2-  Cohort or case-control studies with a high risk of bias and a significant risk that the relationship is not causal



3 Non-analytical studies such as case reports and case series

4 | Expert opinion

Note: Studies classified as 1-and 2- must not be used in the preparation of recommendations due to their high potential for bias.

Source: Scottish Intercollegiate Guidelines Network. Forming guideline recommendations. In: SIGN 50: A guideline developers' handbook: Edinburgh: SIGN; 2001.

Methods Used to Analyze the Evidence
Review of Published Meta- Analyses

Systematic Review with Evidence Tables

Description of the Methods Used to Analyze the Evidence

Assessment of the quality of studies and summary of evidence was done for each question, as recommended by the Scottish Intercollegiate
Guidelines Network (SIGN).

Methods Used to Formulate the Recommendations

Informal Consensus

Description of Methods Used to Formulate the Recommendations
The steps followed were:

¢ Constitution of the guideline development group, composed of three methodology experts from the Galician Health Technology Assessment
Agency (avalia-t) and a group of health professionals (clinical group). The clinical group in the first part of the guide (evaluation and
treatment) consisted of the following: 7 psychiatrists, 4 psychologists, a family doctor, a hospital emergency department physician and a
mental health nurse. The group for the second part of the guide (prevention) consisted of the following; 6 psychiatrists and a hospital resident
physician in psychiatry, 2 clinical psychologists, a resident psychologist, a family doctor and a mental health nurse.

¢ Formulation of clinical questions using the PICO format: Patient problem or population (P), Intervention (I), Comparison (C) and Outcome
O).

e Recommendations were made based on the Scottish Intercollegiate Guidelines Network (SIGN) "formal evaluation” or "reasoned judgment"
approach. The classification of evidence and grading of recommendations was performed using the SIGN system. Controversial
recommendations or those with no evidence were resolved by informal consensus of the development group. Expert contributors
participated in the framing of the clinical questions and the reviews of various sections of the guide and its recommendations.

Rating Scheme for the Strength of the Recommendations

Scottish Intercollegiate Guidelines Network (SIGN) Grades of Recommendation

A At least one meta-analysis, systematic review or clinical trial rated as 1++ and directly applicable to the target population of
the guideline, or a body of evidence consisting of studies rated as 1+ and showing overall consistency of results.

B A body of evidence consisting of studies rated as 2++, directly applicable to the target population of the guideline and
showing overall consistency of results; or ¢ evidence extrapolated from studies rated as 1++ or 1 +.

C A body of evidence consisting of studies rated as 2+, directly applicable to the target population of the guideline and
showing overall consistency of results; or evidence extrapolated from studies rated as 2++.

D Evidence level 3 or 4; or evidence extrapolated from studies rated as 2+.

Q Evidence taken from relevant qualitative studies of appropriate quality. This category is not considered by SIGN.

Good Clinical = Recommended practice based on clinical experience and consensus of the editorial team.



Practice
(Gcp)!

ISometimes the development group wishes to highlight an important practical aspect for which there is probably no supporting evidence. In general, these cases are related to an aspect
of treatment generally accepted to be good clinical practice, and is evaluated as a point of good clinical practice. These messages are not an alternative to the recommendations based on
evidence, but should be considered only when there is no other way of highlighting that aspect.

The recommendations adapted from a CPG are indicated with the superscript P,

Source: Scottish Intercollegiate Guidelines Network. Forming guideline recommendations. In: SIGN 50: A guideline developers' handbook: Edinburgh: SIGN; 2001.

Cost Analysis

The guideline developer reviewed published cost analyses.

Method of Guideline Validation

External Peer Review

Internal Peer Review

Description of Method of Guideline Validation

Expert contributors participated in the framing of the clinical questions and the reviews of various sections of the guide and its recommendations.
External reviewers participated in the review of the draft guide, and these were proposed by representatives of various scientific societies and
associations related to suicidal behaviour, as well as by renowned professionals proposed by the development group. In addition, a group of
patients and families contributed to the preparation of the information for families section and to its external review.

Evidence Supporting the Recommendations

Type of Evidence Supporting the Recommendations

The type of supporting evidence is identified and graded for each recommendation (see the "Major Recommendations" field).

Benefits/Harms of Implementing the Guideline Recommendations

Potential Benefits

e Appropriate management of suicidal behaviour in adolescents, adults, and the elderly
¢ Improved communication between health professionals and patients with suicidal behaviour and their families

Potential Harms

¢ Electroconvulsive therapy needs to be performed under general anaesthesia and immediate side effects such as mental confusion, amnesia,
headache and short-term cognitive disorders have been described.

e Since the 1990s there has been controversy about the possible relationship between the new generation antidepressants with suicidal
ideation and behaviour in childhood and adolescence. Studies published to date yield contradictory results i the attribution of a suicidogenic
role to antidepressants. To reach a conclusion of this nature, all biological, psychological and social factors associated with suicidal act must
be isolated, because it is a multifactorial act not attributable to a single or specific cause. Refer to the original guideline document for
additional discussion.



e [t is important to restrict the daily amount of drugs available to potentially suicidal patients, since some medications can be lethal in overdose.
e False-positive and false-negative results of screening tests

Qualifying Statements

Qualifying Statements

o This clinical practice guideline (CPG) is an aid to decision making in health care. It is not mandatory nor does it replace the clinical judgment
of healthcare professionals.

e The guideline covers the care that adolescents, adults and the elderly who are at risk of suicide or who are exhibiting suicidal ideation or
suicidal behavior can expect to receive from healthcare professionals in both primary care and specialised care, as well as the preventive
aspects. Areas that are not addressed include: 1) the somatic treatment of a suicidal behaviour episode, 2) treatments not included in the
service portfolio, 3) the organisation of healthcare services, and 4) ethical and moral aspects.

Implementation of the Guideline

Description of Implementation Strategy
Dissemination and Implementation Strategy

Clinical practice guidelines (CPG) are tools for promoting greater quality and equity in the provision of healthcare and to assist in decision making,
Their main purpose is to convert scientific knowledge mto specific recommendations that will help the clinician in clinical practice, thus appropriate
dissemination and implementation are crucial.

This CPG has two versions, the complete and the summary version, as well as two information documents for patients and families (on suicidal
behaviour and the grief process after a suicide) and one about methodological material. The full version, information for patients and the
methodology document can be accessed via the website of the Galicia Health Technology Assessment Agency (httpz//avalia-t.sergas.es

) and GuiaSalud (http7/portal. guiasalud.es ).

The proposed strategies for the dissemmation and implementation of this CPG are as follows:

o Official presentation of the guide by health authorities and individual delivery to potential professional users.

¢ Dissemination of the guide in electronic format on the websites of the health services, companies and associations involved in the project.

¢ Distribution of information to patients and family and friends by working with different patient associations.

e Delivery of the guide to both national and international CPG database collectors.

e Presentation of the guideline in primary and specialty care through interactive lectures and workshops with patients, family members and
concerned citizens.

¢ Presentation of the guide in scientific activities (conferences, congresses and meetings).

e To be used in online and/or on-site training for the management and assessment of patients with suicidal ideation or behaviour.

e Publication of the guide in medical and psychological journals.

¢ Establishment of best practice criteria for patients with suicidal ideation and/or behaviour in programme contracts and clinical management
contracts.

e Establishing clinical decision support systens that integrate the guide with selected indicators in the software used i primary care,
emergency care or specialised care.

e Translation of the full version into English.

Implementation Tools
Audit Criteria/Indicators

Clinical Algorithm
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Foreign Language Translations

Mobile Device Resources

Patient Resources

Quick Reference Guides/Physician Guides

Resources

For information about availability, see the Availability of Companion Documents and Patient Resources fields below.

Institute of Medicine (IOM) National Healthcare Quality Report
Categories

IOM Care Need
Living with Iliness

Staying Healthy

IOM Domain
Effectiveness
Patient-centeredness
Safety

Timeliness
Identifying Information and Availability
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Guideline Status

This is the current release of the guideline.

Guideline Availability
Electronic copies: Available in English and Spanish from the GuiaSalud Web site.

Print copies: Available from the Conselleria de Sanidade. San Lazaro S/N, 15 781. Santiago de Compostela. Spain

Availability of Companion Documents
The following are available:

e A quick reference guide is available in Spanish from the GuiaSalud Web site


/Home/Disclaimer?id=48046&contentType=summary&redirect=http%3a%2f%2fwww.guiasalud.es%2fGPC%2fGPC_481_Conducta_Suicida_Avaliat_compl_en.pdf
/Home/Disclaimer?id=48046&contentType=summary&redirect=http%3a%2f%2fwww.guiasalud.es%2fegpc%2fconducta_suicida%2fcompleta%2findex.html
/Home/Disclaimer?id=48046&contentType=summary&redirect=http%3a%2f%2fportal.guiasalud.es%2fweb%2fguest%2fcatalogo-gpc%3fp_p_id%3dEXT_16%26p_p_lifecycle%3d0%26p_p_state%3dpop_up%26p_p_mode%3dview%26p_p_col_id%3dcolumn-3%26p_p_col_pos%3d1%26p_p_col_count%3d4%26_EXT_16_struts_action%3d%2fext%2fcatalogo%2fvista_previa%26_EXT_16_contenidoId%3d67593%26_EXT_16_version%3d2.7%26_EXT_16_languageId%3den_UK%26_EXT_16_OtraVentana%3dsi

e A summary version is available in Spanish from the GuiaSalud Web site
In addition, proposed quality indicators can be found in Section 14 of the original guideline document

The Spanish version of the guideline is also available via a mobile application from the GuiaSalud Web site

Patient Resources
The following are available:

¢ Information for patients and relatives on suicidal ideation and behavior is provided in Annex 1 in the original guideline document

e Information for families and friends on bereavement after a suicide is provided in Annex 2 in the original guideline document

Patient information is also available in Spanish from the GuiaSalud Web site

Please note: This patient information is intended to provide health professionals with information to share with their patients to help them better understand their health and their
diagnosed disorders. By providingaccess to this patient information, it is not the intention of NGC to provide specific medical advice for particular patients. Rather we urge patients
and their representatives to review this material and then to consult with a licensed health professional for evaluation of treatment options suitable for them as well as for diagnosis and
answers to their personal medical questions. This patient information has been derived and prepared from a guideline for health care professionals included on NGC by the authors or
publishers of that original gnideline. The patient information is not reviewed by NGC to establish whether or not it accurately reflects the original guideline's content.

NGC Status

This NGC summary was completed by ECRI Institute on July 3, 2014. The information was verified by the guideline developer on July 25, 2014.
This summary was updated by ECRI Institute on October, 5 2015 following the U.S. Food and Drug Administration advisory on Clozapine.

Copyright Statement

This NGC summary is based on the original guideline, which is subject to the guideline developer's copyright restrictions.

Disclaimer

NGC Disclaimer
The National Guideline Clearinghoused, ¢ (NGC) does not develop, produce, approve, or endorse the guidelines represented on this site.

All guidelines summarized by NGC and hosted on our site are produced under the auspices of medical specialty societies, relevant professional
associations, public or private organizations, other government agencies, health care organizations or plans, and similar entities.

Guidelines represented on the NGC Web site are submitted by guideline developers, and are screened solely to determine that they meet the NGC
Inclusion Criteria.

NGC, AHRQ, and its contractor ECRI Institute make no warranties concerning the content or clinical efficacy or effectiveness of the clinical
practice guidelines and related materials represented on this site. Moreover, the views and opinions of developers or authors of guidelines
represented on this site do not necessarily state or reflect those of NGC, AHRQ, or its contractor ECRI Institute, and inclusion or hosting of
guidelines in NGC may not be used for advertising or commercial endorsement purposes.

Readers with questions regarding guideline content are directed to contact the guideline developer.
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